Gênese da atenção domiciliária no Brasil no início do século XX
INTRODUCTION
In Brazil, different expressions must be used to refer to the modality of health provided at home, according to the demands of different historical moments: home assistance, home visit, home hospitalisation, and home care. These expressions suggest an approximation or distancing, or similarity and difference, from their possible configurations and functions as variable criteria of inclusion or exclusion of different social groups depending on the historical or cultural period.
But, when and how does home care occur in the home of patients? Since the Middle Ages, patients and medical professionals have been transported to and from places of treatment and cure of diseases (1) (2) . During the studied period, hospitals already existed to provide health care to the poor and sick, who were considered a threat to society and should therefore be removed from collective circulation. The aim of these locations of exclusion was not to cure and care for the sick, but to save the souls of patients. Patients were considered dying beings and the hospital was seen as places of death. Medicine had an individual nature. It was practiced together with hospital practices and supported by the patient-doctor relationship, where the doctor observed in the body of patient the crisis of a disease (1) . It is only in the late 18 th and early 19 th centuries that social medicine, of a more collective nature, was born. It was considered a way to leverage capitalism, since the body was now considered the object of production and labour force. For the formation of social medicine, Foucault identified three stages: urban medicine, state medicine and labour force medicine (2) . This paper will focus on two of these steps -urban medicine and state medicine -to address home care in Brazil since it was born as a strategy and tactic of biopower to control, analyse and observe people in their homes.
Urban medicine was born in France with the formation of cities and urbanisation, inspired by the model of urgency and used since the Middle Ages to control pests. In this model, the cities were divided into neighbourhoods (districts) under the responsibility of an overseeing authority. Inspectors were responsible for visiting the homes in their districts to verify the living and the dead and prevent the sick from leaving their dwellings. These authorities monitored the urban space in search of anything that could cause diseases, in addition to controlling movement and air and water quality, mainly the distribution and control of clean or serviced water. It is in this period that the concept of health emerged. This concept concerns the state of affairs and does not necessarily mean health, since hygiene would be the material and social basis to ensure the best health for individuals. State medicine was born in Germany with the aim of providing a more systematised and observational inspection, organised in a hierarchical administration that defined the roles of doctors. It also standardised medical education. It should be noted that the key objective of urban medicine is the circulation of things to ensure salubrity. State medicine observed morbidity and birth and death records in France and England, and aimed to improve the living standards of the population (2) . In Brazil, the urban model of medicine inspired the organisation of the national health and public assistance service of 1893 of the Board of Hygiene and Public Health. During this period, actions that should account for the inspection, the sanitation of localities and housing, and of food production organisation were formulated through health inspection officers, which could enter the homes to check the conditions of hygiene and recommend disinfection. In case of non-compliance with the notifications, the health inspection officers applied fines. The role of these officers was to advise people on ailments, catalogue diseases, aid victims in case of accidents and, when home care was not possible, transfer them to a hospital (3) . It can be assumed that these actions produced the first information on the home spaces and helped form this knowledge.
During this same period, yellow fever (4) was an important epidemic with a high death toll, like tuberculosis (5) . In a meeting with the national academy of medicine, the "easiness" of prophylactic actions was mentioned and recommended, (6, p.3023) .
The techniques of inspection and behavioural surveillance of the population of that period reveal the introduction of a disciplinary power and the intertwining of medical and political knowledge related to civil society and the State, which organised the disease control actions and urban space, that would successfully eradicate yellow fever and other diseases (4) . Urban medicine was a strategy that managed to meet certain needs by controlling the circulation of things and elements, isolating the sick in their homes, recording the living and the dead and creating a hierarchy for public health and hygiene services. This model produced good results when the disease had already set in and was thus considered an emergency. Preventive measures were not observed in those days, probably due to lack of knowledge on the onset of diseases. This evidently made any form of protection of the population impossible. Although there was sufficient knowledge on the role of bacteria, the idea of promoting health and the relationship between health and living conditions as we understand them today were not observed. At that time, the circulation of elements, such as water and air, was considered sufficient to contain diseases. Studies (4) (5) show that by the end of the 19 th century the medical-administrative movements aimed to eradicate the diseases that spread across the country and physically and economically affected the population. Water supply, sanitation and cleaning of the cities were the main focal points (4) . Urban agglomerations were believed to have caused the spreading of diseases and by the end of the 19 th century, a relationship with the interior of homes was established. The relationship of inspectors with the homes and the sick occurred when the disease had set in or when there was suspicion of disease. Consequently, there was more disease notification and hygiene inspection and control than health care, and there was more inspection and punishment than risk tracking and prevention.
Home care can be considered one of the strategies of power over life, with the aim of supporting life through monitoring, inspection, control and analysis, and a strategy that helped improve the health levels of the population. This paper discusses the genesis of home care in Brazil in the early 20 th century.
METHOD
A study of genealogical inspiration inserted in the post-structuralist Foucault approach and part of the thesis titled "Melhor em casa? Uma história genealógica" (7) that proposes to denaturalise and reveal truths that are part of a regime that is regarded as true. The intention of these studies is not to address the success or usefulness of the different theoretical positions, but entice a specific work from the thought that addresses the problem of something that is perceived as familiar (8) .
The empirical material comprised two legal documents related to home care and published in the Official Journal of the Brazilian Union (DOU). This material was obtained from the Jus Brasil website (http://www.jusbrasil.com.br/ diarios) after a search in May 2013. The selected excerpts were transcribed to an Excel spreadsheet, containing the reference, excerpt, author and identification of the Foucault tool used for analysis. The empirical categories were created according to the relationships established between the wording of the different historical periods. The reviewed documents were Decree 14189 of May 26, 1920 (9) , Decree 16300 of December 31, 1923 (10) and the bulletin of the Board of Rural Sanitation of 1928 (11) . These documents were selected because of the detailed contents.
To guide document analysis and compose the study, we used the analytical categories proposed by Michel Foucault to discuss the circulating discourses regarding home care: power, particularly disciplinary power, and biopolitics.
The power governs the wording and the way it is organised to create a set of scientifically acceptable propositions. It is not a matter of knowing which power acts on the exterior, but rather which effects of power circulate in the wording and how and why it changes in certain moments as opposed to other moments. That which allows power to continue and to be accepted is not a force that says no, but a force that induces pleasure, forms knowledge and produces the discourse, thus constituting a productive network (12) . Disciplinary power includes a set of techniques that allows a thorough control of the body by constantly subjecting its forces and imposing a relationship of docility and utility, that is, a relationship that does not merely establish the maximisation of the forces of the body or further subjection, but a relationship that makes it more obedient and useful (13) . Biopolitics deals with the population as a political problem and consists of a strategy to rationalise the problems of the governmental practice. It uses statistics, not to change anything in the individual, but to intervene in that which is determinant in the population, especially in processes such as birth, morbidity, and mortality, that is, in whatever can be adjusted in order to create a balance, ensure compensations and provide security (14) .
RESULTS AND DISCUSSION
Analysis enabled the construction of two analytical categories: "Home inspection: the visiting nurses and tuberculosis" and "records: the political and economic apparatus".
Home inspection: the visiting nurses and tuberculosis
In 1920, monitoring patients at home started to be regulated by the National Department of Public Health, based on the rules of the Tuberculosis Prophylaxis Service, and chiefly performed by visiting nurses. The article reads as follows: (9, p. 9389) .
Monitoring patients at home and the subsequent control of private spaces extended the government's power over the population. This organisation enabled the interlacing of urban medicine and state medicine and characterised a shift between these care models. This does not mean, however, that urban medicine disappeared; it simply lost its emphasis and gave way to state medicine.
Urban medicine had hygiene-based characteristics with the attribute of observing and recording living conditions and monitoring patients at their homes. The division of the city into districts allowed a detailed analysis of accumulation and ensured the circulation of elements such as air and water. Later, the organisation of the Tuberculosis Prophylaxis Inspection Office marked the emergence of state medicine (2) that aimed to increase the observational and systematised inspection in the form of a hierarchical administration that defined the roles of physicians. Prophylactic actions started to be carried out by visiting nurses in order to protect public health and prevent the proliferation of diseases, in this case, tuberculosis.
The power-knowledge relations between the professionals involved in home care were established by the Office, which was composed of physicians who received information from the visiting nurses that initiated their activities in Brazil. These visitors had to conduct their actions conveniently in order to be effective and accepted by the patients at their homes. This attitude also configured a power relationship since they could not make decisions without notifying the physician, whose activity depended on the knowledge obtained at the homes.
These power relations also involved the patients and their families because the works of visiting nurses depended on whether they were accepted at the homes and were able to conduct "convenient inspection" to extract the knowledge they needed from the bodies of their patients. Visiting nurses had the knowledge that granted them the right to say and do certain things. They depended on the supervision of inspectors and these depended on the activities they were carrying out in the households of patients to keep the "order". These relationships are a good example of the microphysical and capillary power that permeates the medical environment and the environments of the nurses, patients and their families.
Power is an action over actions. Those who submit to its action accept it and take it as something natural and necessary. In power, there are always several subjects participating in the same game. There is no antagonism, such as in violence, where the force acts on a body and results in a fight or flight reaction. Knowledge is the power driver element that produces a natural and necessary effect for its transmission, and requires the consent and active participation of everyone involved (10) . The visiting nurses had to use their determination to correct the identified defects with gentleness, kindness and discretion for any solutions to have the desired effect. Two discourses intersected to constitute the visiting nurse: the feminine and the physician. Gentleness is part of the discourse related to being a woman, while determination, discretion and kindness are some of the requirements of medical knowledge. The success of state intervention depended on the articulation of these two discourses.
An investigation on the Brazilian medical hygienist mechanism in the 19 th century found that the State used doctors to intervene in patriarchal families, where decisions came from the head of the family and where there was little room for interference among individuals. Consequently, the use of women to act as visiting nurses was probably a tactic to intervene in the lives of people and enter their homes. However, this intervention would have to be gentle, benevolent and discreet to enable the nurses to observe, evaluate and extract information, produce knowledge and correct any errors.
But who were these visiting nurses? The nursing service was organised by the National Department of Public Health (DNSP), which was created in 1920 by the health reform proposed by Carlos Chagas, to act as the primary federal health agency under the Ministry of Justice and Internal Affairs. The DNSP represented a reform in the structure of Brazilian public health because it allowed the government to broaden its scope in the capital and in the main sea and river ports, especially regarding the diseases of the people in the interior. As there were no nurses qualified to practice in these specific health areas, short courses were offered to qualify visiting nurses: (10, p. 3230) .
One of the characteristics of state medicine was to standardise teaching (2) , which also occurred in the case of the nurses. State medicine emerged with the organisation of state medical knowledge. Once medical education was standardised, medical education and requirements for the awarding of diplomas were established. Similarly, nursing knowledge was initially organised by the State since the practices were governed by the interests of the government and, in particular, of the National Department of Public Health. Nursing education in Brazil did already exist, but it did not meet the desired standards. The standardisation of nursing education was a tactic to strengthen the State when the health officers stopped intervening in households and physicians and visiting nurses started to occupy this space.
This educational trend was geared toward the needs of the health market, which was regulated by the State at that time (15) . The role of women was in accordance with the culture of the time and did not compete with the role of men since their duties were an extension of the activities carried out at home with the children, spouse and family. Health professionals believed that their presence in other people's homes was an advantage due to the skills of the women regarding their collective work within their families (16) . The analysis of writings about tuberculosis prophylaxis services revealed the offshoot of this theme: the detailed examination of bodies and the spaces they occupied. § 1. (9, p. 9388) .
Authorised by the State, the National Department of Public Health regulated the Tuberculosis Prophylaxis Service and established that isolation would observe the comfort of patients and the most favourable conditions for curing the disease. These conditions were monitored by health inspectors and visiting nurses, who had permission to provide knowledge of the disease, perform hygienic prophylaxis and teach methods of protection and cure of the disease. Such professionals used their knowledge to conduct and transmit the relationship of power that they sought to establish. If all went "well", that is, if the patients agreed with the recommendations, the relationship of power was established. If the patients resisted, another tactic of power was used to observe and penalise patients. In summary, when patients rebelled or resisted prophylaxis or when their social and financial conditions were too precarious to follow the guidelines of the authorised professionals (visiting nurses and health inspectors), the relationship of power could not be established. Thus, the patients were penalised and removed from their homes, where inspection was regular, and taken to institutions, such as hospitals, nursing homes or sanatoria. These places enabled a more direct and prolonged inspection and monitoring of patients.
In our societies, the punitive systems work with a certain "political economy" of the body, since the body does not suffer violent or bloody punishments. Even when subtle methods of enforcement or correction are used, they always observe the body and its strengths, the usefulness and docility of these strengths, and of its distribution and submission (13) . Thus, the disciplinary authority operates within these relationships.
It also became necessary to classify patients who followed the teachings of the nurses and inspectors from those who did not due to poverty or rebelliousness. The classification allowed the action of power in each individual body. This separation enabled the sending of rebellious patients to institutions to remove the "danger" that they represented to healthy subjects and other patients in treatment, since their "bad" conduct could interfere with the good conduct of the more docile patients.
Although it may seem that comfort and environmental conditions determined the place of isolation, it was actually the behaviour of the patients and the docility of their bodies that mattered the most. Once docile, their bodies became the target of the biopolitical interventions (14) of the State and policies and programmes that established conducts to enhance the productivity of operations and control of the population.
The urgency of state medicine should be noted, considering that the interventions carried out on the bodies of individuals with or without tuberculosis sought to maximise the forces of the Brazilian population, that is, of the Brazilian State. The interventions did not merely occur on the bodies that worked, but on the bodies of the individuals that constituted the State. Medicine was not only expected to perfect and develop the labour force, it must also expected to enhance the state force and its economic and political conflicts with neighbouring states (2) . During that period, Brazil sought to strengthen the State because it had recently detached itself from a slave economy and was formally entering the Republican order. And it was through science, medical practice and improving the health of the population that Brazil attempted to become a nation (17) . At that time, home care, or monitoring patients at home, was associated with tuberculosis and the "new" profession of visiting nurses. And it is through the power-knowledge relations established according to disciplinary mechanisms concerning tuberculosis that the processes and struggles affected and constituted doctors and nurses and determined home care.
Records: the political and economic apparatus
Hierarchical inspection, which is a characteristic of state medicine, produced many records on the information of tuberculosis patients from nurses, inspectors or doctors. These records were taken to the superiors, who analysed the records to provide an overview of the health situation of the population. For inspection to be effective, the production of sanitary and hygiene information did not suffice; the support of other organs or institutions was also included to obtain and produce more knowledge. To control tuberculosis, the National Department of Public Health included the civil registry offices and required them to issue periodic information about births to the Tuberculosis Prophylaxis Office. (9, p. 9389) .
Thus, the civil registry office was also included in the prevention and control of tuberculosis. They were necessary to obtain individual and collective information on the lives of people for the purpose of good government. The recording and quantification of newborns was important, but intervention was also required. Information on the sex, date of birth and place of residence was essential to access and intervene with the population.
Civil registry provided not only population figures, it also provided locations. This is biopower (12) operating in each and every member of society. As the civil registry offices sent the information of births to the Tuberculosis Prophylaxis Office, the nurses or doctors had the power, through the application of their knowledge, to enter the homes and teach tuberculosis prophylaxis. This intervention placed doctors and nurses in the position of educators and allowed the monitoring of new tuberculosis cases and the extraction of previously accumulated knowledge to produce an archive of knowledge about the disease. Moreover, this strategy helped health professionals to conduct the habits of the individuals of this population.
The records became necessary as population control technology and produced numerical, spatial or chronological variables and variables of longevity and health for theoretical purposes and for inspection, analysis, interventions, and transforming operations, etc. (14) . A good medical "discipline" includes the processes of writing that allows the integration of information in cumulative systems without losing individual data. These processes must also enable access to individual data from a general registry and the use of personal data to make collective calculations (13) . Doctors and nurses assumed the role of educators and appropriated the knowledge that was being created from the logic of hygiene and prophylaxis. At that time, interventions on the health of people through education was more subtle than the repressive techniques used and recommended at the end of the 19 th century. These techniques were used because the population was still "deprived" of the education required to understand the benefits of health interventions. In 1920, the proposed home intervention through education was only possible with the engendering of docile bodies initiated in the late 19 th century. Many studies (15, 18 -19) show how health professionals additionally assumed the role of health educators during that period. An investigation (18) that analysed the medical discourses of hygiene at a school in Paraná in [1920] [1921] [1922] [1923] [1924] [1925] [1926] [1927] [1928] [1929] [1930] [1931] [1932] [1933] [1934] [1935] [1936] [1937] found that physicians received a new function, that of educators, in order to sanitise, provide care and civilise. Another study (19) on the images of visiting nurses that circulated in Revista da Semana (1929) , showed the role of nurses as educators who are responsible for providing information to the families to improve living conditions. These images also sought to spark the interest of other women and encourage them to exercise the profession of visiting nurses.
A report on the district of Santa Cruz, in Rio de Janeiro, presents detailed information on interventions to contain an outbreak of malaria. This district had ten watersheds and a flood period that started in November and ended in March. The peak of the outbreak would be in May, hence the need for an emergency campaign. (11, p. 6404) .
This record provides information on how the activities were carried out, with numerical results. Similarly, records of previous years on malaria, type of larva, number of cases and flood periods enabled comparisons for morbidity control. The adopted strategies and tactics appear to have been effective, even if organised in a short period of time. The feared epidemic did not occur, the number of cases was reduced considerably compared to the previous year, and there was a definite plan of work.
Observation and inspection records in the different districts and regions of the city were evidently important. And what is the inspection technique, if not the technique of observation? Previously undertaken by health officers, they were not confronted with the medical discourse. This technique is used to date for physical examinations and health inspection at family health units, called the Family Health Strategy. That which is seen and observed becomes true through the records that can be read by other team members.
The control and the inspection carried out by the professionals in the district, which included the home as a space to distribute medication, in addition to the monitoring of patients and convalescents, led to a certain economic productivity and, to some extent, to a political productivity. It can be said that the relationships with patients established the disciplinary power, especially for tests and medication.
Consequently, patient inspection at home or home care, which previously functioned as an instrument of inspection and control used by health officers to extract information from the living, sick and dead, gradually became medicalised. With the organisation of the National Department of Public Health and the establishment of state medicine, the emphasis of control interventions at home shifted and became medicalised through the performance of doctors and nurses.
In addition, the use of statistics, also characteristic of state medicine, was included in the guidelines of the National Department of Public Health. Numbers, measurements and indexes gained increasing political and economic importance for government action, and enabled the generation of standards, strategies and actions in the form of programmes and campaigns to guide individual and collective conduct (20) . The results of activities also had to be recorded by the health units. (11, p. 6404) .
At the units of the
The sole purpose of recording the number of procedures was to demonstrate the State's concern with the health of the population. On the other hand, it is through these records that we can discuss the writings, since the number of procedures already established a certain control over the population.
